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CHAPTER 12
Ethics Conflicts in Rural Communities: 
Recognizing and Disclosing 
medical Errors 
Ann Freeman Cook, Helena Hoas
AbstRACt
This chapter explores the ethical responsibility of health care  
providers to administer safe clinical care. It further explores the 
challenges that such providers can experience in recognizing, 
reporting, and disclosing medical errors. Medical errors can cause 
serious harm (to the patient, provider and institution or clinic) 
and can prove to be expensive, stressful, time-consuming, and 
personally devastating. While rural health care providers frequently 
underscore their desire to provide safe care, they also report that it 
is very difficult to develop and implement strategies that reduce the 
risk of making errors. Studies show that there is limited agreement 
among health care providers when defining, reporting, disclosing, or 
resolving error. Providers who wish to actively pursue strategies that 
heighten safety may become inhibited by this lack of agreement. This 
chapter presents findings from empirical ethics studies involving rural 
participants from 14 states. These studies shed light on the ethics 
issues surrounding medical errors that occur in physicians’ offices 
and hospitals. The two case examples that this chapter presents 
reflect both the experiences of rural health care providers, and the 
complexities that can accompany the search for ethically-attuned 
processes for error disclosure and resolution.
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CAsE stuDiEs
CAsE 12.1 |	 	Addressing	questionable	quality	of	care	
Dr. Bristol practices in a rural hospital where he and other 
physicians perform colonoscopies to detect or biopsy lesions that 
may indicate colorectal cancer—a common cancer in the United 
States, and one that has a high cure rate if found and treated at an 
early stage. In rural settings, family physicians sometimes conduct 
this procedure. Colonoscopy has provided an important source 
of revenue for Dr. Bristol, compared to the reimbursement rates 
for many other health care services, which are often inadequate 
in rural settings. Unfortunately, Dr. Bristol has been less thorough 
than other physicians when conducting the examination, and has 
frequently failed to reach the cecum to complete the procedure. 
The nurses who assist the physicians have been aware of the 
discrepancy and, believing that Dr. Bristol has not performed 
the test correctly, repeatedly have sought the intervention of the 
hospital administrator. The nurses have also spoken to other 
members of the medical staff and asked for an intervention. The 
administrator and the medical staff were hesitant to intervene. 
After two years of repeatedly lodging complaints with the hospital 
administration and struggling with their moral obligations to provide 
safe care, the nurses announced that they would no longer assist 
Dr. Bristol when he was performing the procedure. Faced with 
pressure from the nurses, the hospital administration agreed to 
study and respond to this clinical and ethical problem. 
CAsE 12.2 |	 	The	use	of	a	wrong	clinical	management	care	plan
Dr. Simpson diagnosed his 83-year-old patient, Mr. Desrosiers, 
with atrial fibrillation (AF). During atrial fibrillation, the heart’s 
two small upper chambers (the atria) quiver instead of beating 
effectively. Blood may not be pumped completely out of the upper 
chambers, and may pool and clot. If a blood clot in the atria leaves 
the heart and becomes lodged in an artery in the brain, a serious 
stroke will result. To reduce stroke risk in people with AF, physicians 
may prescribe anticoagulant and antiplatelet medications, which 
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thin the blood and reduce clotting. Long-term use of appropriate 
medications in patients with AF can greatly reduce the chances 
of stroke, but such therapy requires careful monitoring in order 
to avoid unanticipated events, like hematomas. Mr. Desrosiers 
was admitted to the hospital for evaluation, his heart rate was 
controlled, and he was started on two medications, Heparin and 
Coumadin. When Mr. Desrosiers’ blood test showed that his INR 
(International Normalized Ratio, used to determine the clotting 
tendency of blood) had reached an acceptable value of 2.5, Dr. 
Simpson discharged him. Mr. Desrosiers was given a prescription 
of 5 mg/day of Coumadin, and told to return to the clinic for a 
scheduled visit and follow-up laboratory tests in three weeks. No 
tests were ordered prior to that visit. The patient arrived at the 
Emergency Room one day before his scheduled appointment 
with a dangerous INR value of 14.7, and pain from an expanding 
spontaneous hematoma on his thigh. The ER staff notified hospital 
leadership that the patient had been given an inappropriate clinical 
management plan.
ovERviEw oF EtHiCs issuEs
Since publication of the 1999 Institute of Medicine (IOM) report To Err 
is Human,1 intensive national efforts have focused on how providers 
and management can identify and implement error-reduction strategies 
in hospitals. According to that report, an error is defined either as the 
failure of a planned action to be completed as intended (i.e., an error of 
execution), or the use of a wrong plan to achieve an aim (i.e., error of 
planning). As noted in the report, medical errors are one of the leading 
causes of death in the U.S. Medical errors may rank as high as the 
fifth leading cause of overall death in the U.S., exceeding the number 
of deaths that occur from motor vehicle accidents, breast cancer, and 
AIDS combined. In the years since the IOM report was published, 
research has revealed that errors are a growing problem in the family 
practice setting, and upon discharge from the hospital.2 Errors can 
affect anyone, but often strike the weak and helpless.3
While errors do not always create ethics problems, the manner in which 
health care providers in clinics and small rural hospitals respond to 
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errors may pose ethics concerns. Errors may not be recognized. Many 
hospitals and clinics lack mandatory reporting policies, so errors are 
not reported or charted. Even when policies are in place and errors are 
recognized, health care providers might feel such guilt and blame, or 
fear of retribution, that they choose not to acknowledge or document 
errors. In other cases, errors are discussed only behind closed doors 
between providers and administrators; patients and families aren’t told 
when errors have occurred, or that corrective actions are needed. Thus, 
certain kinds of errors re-occur, and the risk for patient harm increases. 
When health care providers do not recognize, report, or disclose errors, 
they fail to act in the best interest of the patient. This failure compromises 
patient autonomy and informed decision-making. The failure to report 
and disclose errors also compromises the principles of beneficence, 
fidelity, and justice, discussed in detail in Chapter 3 of this Handbook. 
seeking safer Care: Goodness and truth
In order to provide safe, ethically attuned care, a growing number of 
public, governmental and private entities have encouraged health care 
providers to adopt a systems approach to patient safety. Advocates 
suggest that a systems approach helps good caregivers give good 
care. Such an approach defines error, fosters the recognition of error, 
and promotes open discussion of errors and prevention strategies. 
A systems approach also promotes policies for honest reporting and 
disclosing of errors, offers apologies to patients and families, and seeks 
fair compensation for treatment needed as a result of the error(s). 
Since 2001, The Joint Commission has required disclosure of adverse 
outcomes to patients.4 This standard reflects the national trend towards 
greater transparency. Indeed, initiatives like the Sorry Works Coalition 
and the Institute for Healthcare Improvement (IHI) have demonstrated 
the compelling need to disclose errors, and the benefits of such 
disclosure.5 Patients, health care providers and the systems in which 
they work all benefit from such disclosure. Studies show that disclosure 
may help patients get treatment to offset the results of an error, may 
award them fair compensation, and may help restore trust in the health 
care provider.6, 7 Thus, the honest, forthright disclosure of an error, 
including an apology, is an important component of an ethically-attuned 
patient-safety agenda. 
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While a systems approach to disclosing medical errors sounds 
reasonable, logistical problems can complicate such a systems 
implementation. The process of reporting and disclosing medical 
errors requires agreement among health care professionals about what 
constitutes an error; how errors should be reported; and when, how, 
and by whom they should be disclosed. A systems approach presumes 
that all parties involved can handle the consequences of reporting and 
disclosing errors. A systems approach is based on the assumption that 
the hospital has an ongoing willingness to keep patient safety a high 
priority, in spite of financial and other organizational pressures.
lessons from Rural Empirical Ethics studies 
The empirical ethics studies that the authors have conducted over 
the past 12 years have shed light on conditions that can hinder the 
recognition and resolution of ethics-related problems that occur in 
rural health care settings. Rural nurses in our ethics studies reported 
that they lacked the vocabulary to talk about ethics issues with either 
peers or patients, and were, therefore, hesitant to initiate conversations 
about or bring attention to incidents that had ethics implications. 
Unclear lines of communication within the hospital further hindered the 
providers’ identification or discussion of ethics issues. Our studies have 
also shown that there is little agreement among health care providers 
regarding how ethically challenging situations should be resolved. When 
rural health care providers were asked if the honest disclosure of error 
to patients would increase or decrease levels of trust in their institution, 
responses were evenly split.
Related findings emerged from the four-year Advancing Patient Safety 
study that the authors conducted in 30 rural health care settings in 
a multi-state area. This study showed that doctors’ recognition and 
reporting of errors was selective, and tended to depend upon the type 
of error that had occurred, and to whom it would be disclosed. When 
doctors assessed cases that involved medication errors that could be 
attributed to nursing (e.g., overdosing of medication), most agreed that 
an error had occurred (97%) and should be reported on a system level 
(96%). But levels of agreement diminished when doctors considered 
disclosure of the error to the patient. Agreement among doctors was 
also drastically reduced when participants considered the recognition, 
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reporting, and disclosing of errors associated with diagnosis and 
treatment—and so attributable to physicians.8 
Our research showed that even when hospitals have policies for 
mandatory reporting and disclosure of errors, and even if health care 
providers believe that there is a “no shame, no blame” approach to error 
in their setting, professional disagreements about what constitutes an 
error hinders the provider from recognizing, reporting, and disclosing 
any problematic events. When participating in a case-based intervention 
on patient safety, health care providers almost uniformly acknowledged 
that the case problems being analyzed had occurred, or could occur 
in their setting. But even when cases met the Institute of Medicine 
definitions of error, health care providers were still hesitant to identify 
problematic events as errors. Physicians, for example, often used words 
like “sub-optimal outcomes” or “practice variance” or “clinical judgment” 
when discussing the errors depicted in the case studies. Nurses used 
terms such as “not right” or “unfortunate” or “poor care.” Administrators 
explained that they “lack(ed) the clinical skills to make the call as 
to whether an error had occurred.” At times, health care providers 
alluded to a general sense of a bad outcome or unfortunate care, but 
were unwilling to tag the event as an error. If the event was not clearly 
recognized as an error, the provider’s need to report on the system level 
or to disclose to the patient was thus deemed unnecessary.
When quality improvement staff from rural health care settings analyzed 
13 case studies, they uniformly agreed that the issues depicted could 
and did occur in their settings. They also noted that these issues 
would probably not be recognized, reported, or disclosed. In their 
hospitals, these kinds of issues would also not be referred to the ethics 
committees, if such committees existed, nor referred to medical staff 
committees or to quality improvement officers. Many of the problems 
depicted become normalized over time; they become part of what “just 
happens” when delivering health care. 
This “institutional hesitancy” can be reflected in policy documents 
developed by hospitals and clinics for reporting and disclosing 
errors. Policies may use words such as “incidents” or “events” when 
describing issues of medical errors that compromise care. The word 
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“error” may not be used, and the need for an apology may not be 
stated. So, it is not surprising that health care providers have a difficult 
time determining the appropriate language and disclosure practices to 
use when facing errors, given the fact that their own management is 
not clearly communicating about this topic, and the fact that specific 
training for providers may not be available. 
CAsE DisCussion 
It is important to consider the background information given in the 
cases presented when trying to develop interdisciplinary strategies for 
providing safe, ethical care. The two cases in this chapter each depict 
a different kind of error. The first case depicts an error of execution, and 
the second case describes an error of planning. Although the cases 
are different in nature, both show the organizational, professional, and 
personal features that are in play when providers try to respond in an 
ethical manner. 
CAsE 12.1 |	 Addressing	questionable	quality	of	care	
In the case of Dr. Bristol and his colonoscopies, the nurses lodged their 
complaints because they believed that Dr. Bristol was not meeting the 
standard of care when performing these procedures. To respond to the 
concerns of the nurses, the administration needed to determine whether 
patients undergoing this procedure had received the standard of care, 
and to clarify the hospital’s ethical obligation to address the situation if 
errors had occurred. 
Those struggling with the colonoscopy case quickly realized that 
they faced a complicated situation involving hospital staff, other local 
physicians, individual patients, and community members. Administrators 
assembled a team and sought advice and assistance from the hospital’s 
legal counsel, insurers, outside risk managers, and other medical 
experts, including a group of board-certified gastroenterologists. The 
team first needed to determine whether a problem truly existed with Dr. 
Bristol’s procedure. Did he fail to meet practice standards, and if so, did 
that failure compromise the provision of safe care? The team explored 
a number of questions in order to better understand the scope of the 
problem, including those listed in Box 12.1.
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As the administrative team and their legal counsel began to respond 
to the questions listed above, the ethical dimensions of the case 
became apparent. These included the professional and organizational 
Questions to asK WHen gatHeRing inFoRmation 
RegaRding Quality oF CaRe 
	 What performance standards should be met when conducting 
this test?
 Is there any way to determine Dr. Bristol’s overall success rate?
 If complaints are accurate, why did Dr. Bristol fail to reach the 
cecum? 
 Does the failure to perform the test correctly place patients at 
risk or cause harm? 
 If complaints are accurate, what are the hospital’s ethical 
responsibilities? 
 If there is a need for additional training, how should such training 
be implemented?
 If concerns are validated, does the hospital have an ethical 
obligation to tell Dr. Bristol’s patients?
 What are the implications of disclosure for the hospital and the 
community? 
 Who should be involved in the disclosure process and how 
should it be accomplished?  
 If repeat examinations are recommended, who is responsible for 
the cost? 
 What impact would disclosure have on Dr. Bristol’s reputation 
within the hospital and the community?
 If, after additional training, Dr. Bristol continues to perform 
this procedure, how should his competency be assessed and 
monitored?
 What new policies, procedures, or guidelines are needed to 
ensure clinician competence?
 What policies, procedures, and guidelines are needed to create 
a more open and ethically attuned environment within the 
hospital?
box 12.1
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responsibilities associated with maximizing benefits, preventing harm, 
truth-telling, autonomy, and informed consent. 
Maximizing Benefits and Preventing Harm
The investigation’s findings suggested that Dr. Bristol’s procedures had 
not met the clinical performance standards. That failure appeared to be 
linked to Dr. Bristol’s skill level. The team then attempted to determine 
the ethical implications of that failure. Had Dr. Bristol failed to maximize 
benefits for his patients by failing to meet the standard of care? Had 
the technique used by Dr. Bristol placed patients at risk by under-
diagnosing cancer or pre-cancerous conditions? Did patients have 
sufficient information about the skills required for this procedure and 
their own screening results to make informed decisions? If corrective 
efforts are not taken, will the levels of risk or potential harm for current 
and future patients escalate? 
Related issues surfaced as the administrative team grappled with the 
implications of these questions. Since the procedure was performed 
in the hospital, what ethical obligations did the hospital face? If, for 
example, the hospital recognized an ethical obligation to require 
remedial training in order to prevent harm, would Dr. Bristol respond 
by accepting such a mandate, or would he choose to leave the 
community? Many rural hospitals fear losing physicians, and indeed 
that fear contributed to the administration’s hesitation to address this 
problem when it was first reported. Medically underserved communities 
report that it can easily take two years and many thousands of dollars 
to recruit a new physician. The team members grappled with the notion 
that some care may be better than no care. 
Professional Responsibility, truth-telling, and informed Consent
While the administrative investigative team acknowledged that truth-
telling is an important ethical principle, they did not want to unduly alarm 
patients or community residents. They were also very conscious of the 
potential financial implications, for both the physician and the hospital, 
of telling the truth in this case. If community members were to learn 
of the problems with Dr. Bristol’s colonoscopy skill level, they might 
lose trust in him, and might seek an alternative health care provider. 
Dr. Bristol might not be able to maintain a financially viable practice 
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and the hospital could lose a source of reimbursement. However, if the 
hospital chose not to inform patients that their cancer screening might 
have been inadequate, would the hospital then be violating its ethical 
obligation to be truthful? When would the failure to disclose important 
information adversely impact a patient’s autonomy? When might the 
lack of information about benefits, risks, and skill level compromise the 
informed consent process? The administrative team recognized that 
patients might already have been harmed, but questioned the extent to 
which the moral obligation for honesty and truth-telling would entail an 
obligation to compensate for or mitigate past failings. 
As this case unfolded, the obligations that physicians have to their 
profession became a topic of discussion. The American College 
of Physicians’ Charter on Medical Professionalism states that, 
“Professionalism is the basis of medicine’s contract with society. It 
demands placing the interests of patients above those of the physician, 
setting and maintaining standards of competence and integrity, and 
providing expert advice to society on matters of health.”9
Dr. Bristol’s physician colleagues were aware of his performance-related 
problems, but were hesitant to question his procedures. They pointed 
out that they were “call partners” and depended upon one another in 
a resource-strapped environment. Losing a call partner would have 
major implications for the working conditions and quality of life of 
the remaining physicians and staff. Dr. Bristol’s physician co-workers 
acknowledged that they operated under an unspoken code. They 
“did not look over one another’s shoulders,” and “did not look in one 
another’s charts.” Physicians explained that they “live in glass houses.” 
They also pointed out that Dr. Bristol had provided appropriate care, 
and even extraordinary care, in many circumstances. Dr. Bristol was a 
trusted member of the community, and they did not want to jeopardize 
his standing. The nurses countered by referencing their professional 
and moral obligations to protect their patients’ well-being. Thus they 
expressed a moral obligation to seek corrective action.
The hospital also faced the challenge of addressing organizational 
ethics issues, including the relationships among staff members. Ross 
et al. noted that relationships among staff are a key indicator of an 
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ethical environment.10 In the authors’ studies on ethics and patient 
safety, health care providers have often reported a lack of dialogue 
and respect among and between members of the various health 
professions, and noted that these conditions hindered recognition, 
reporting, and resolution of ethics problems. In the colonoscopy case, 
nurses expressed concern for more than a year before they were able 
to get attention focused on what they believed was sub-standard 
and improper care. As they promoted the need for corrective action, 
many nurses also noted that they worried about the consequences of 
their activities. Nurses stated that they are “not supposed to question 
doctors,” and that they are not supposed to move beyond their 
scope of practice. Some feared they would lose their positions or be 
re-assigned. Given this backdrop, does the hospital have a moral 
obligation to have policies that deal with issues such as communication, 
reporting, and adherence to practice standards?
CAsE 12.2 |	 The	use	of	a	wrong	clinical	management	care	plan
We have presented this case because the health care providers who 
participated in our studies explained that problems associated with atrial 
fibrillation (AF) management occur with some frequency in rural health 
care settings, but often go unrecognized or undetected. To support 
recognition, disclosure, and prevention of this type of error, the authors 
have proposed an information-gathering process that mirrors the one 
used in the colonoscopy case. Administrators may need to assemble 
a team, and seek advice and assistance from many departments, 
including the emergency room staff, quality improvement officers, 
and admittance and discharge personnel. The team would need to 
determine if practice standards have been met, benefits of treatment 
maximized, and harm prevented. The team would need to explore how 
the physicians’ professional obligations and the hospital’s organizational 
obligations might influence their recognition and resolution of this issue. 
They might ask: Are there procedures in place to help identify this kind 
of problem? If standards have not been met, can obligations for truth-
telling and informed consent be honored? 
The ethics issues in this case are similar to those presented in the 
previous, colonoscopy case, and such ethics issues are present in 
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most cases involving medical errors. These include issues associated 
with maximizing benefits, preventing harm, truth-telling and disclosure, 
autonomy, and informed consent. Since both cases emerged through 
the authors’ empirical research project, we have decided to show the 
process by which the participating health care providers arrived at 
workable solutions. This “real life” approach shows how difficult it is for 
well-meaning people to resolve ethics dilemmas. 
REsPonDinG to mEDiCAl ERRoR DisClosuRE ConFliCts 
CAsE 12.1 |	 Addressing	questionable	quality	of	care	
The administrative team determined that their priority was to 
demonstrate a commitment to uphold the integrity of the hospital’s 
mission—“to provide safe, quality, ethical care to patients”. In addition 
to requiring that Dr. Bristol obtain additional training prior to performing 
any new colonoscopies, they initiated a monitoring process that required 
a photograph of the cecum to be taken during each procedure to 
demonstrate that the colonoscopy had been performed correctly. 
The hospital recognized that this case was complicated by issues 
associated with staff relationships and communication, and realized that 
corrective actions were necessary. The concerns of the nurses should 
have been heeded when first lodged. The hospital also recognized the 
need to increase consensus among the involved health care providers, 
with respect to recognizing, reporting, and responding to errors so 
that problems of this type could be avoided in the future. Admittedly, 
it can be very difficult to gain consensus when trying to meet ethical 
obligations. This difficulty certainly emerged when health care providers 
analyzed this case. They noted that ongoing training is a reality of 
medical life, and that the hospital could announce that Dr. Bristol is 
seeking additional training to make sure that patients receive the best 
care possible. The health care providers could also envision activities 
like a “colonoscopy month” during which patients could schedule 
colonoscopies at a reduced charge. 
While some health care providers felt that the gold standard of ethical 
conduct would have entailed contacting former patients, disclosing that 
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the test may not have been done correctly, and offering options for re-
screening at no cost, the administrative team decided that this approach 
was not feasible or wise. Both the administrative team that faced this 
issue and the other health care providers within the hospital were 
reluctant to advocate such a policy, and believed that it could result in 
unnecessary harm or worry for patients. 
CAsE 12.2 |	 The	use	of	a	wrong	clinical	management	care	plan
While health care providers who discussed the atrial fibrillation (AF) 
case were hesitant to use the word “error,” they acknowledged that 
the problem was one that occurred with some frequency in clinics and 
in hospitals. They had many suggestions for preventing the problem in 
the future. These recommendations included assigning responsibility to 
pharmacists for management of blood thinners, designing new hospital 
discharge policies, and enhancing patient education. Even though harm 
had occurred, most agreed that the patient probably would not be told 
that the complications he suffered were related to the failure to prescribe 
an appropriate treatment plan. This failure to disclose could be linked 
to a number of issues already discussed in this chapter, including lack 
of agreement of definitions of error, lack of policies for reporting and 
disclosing errors, concerns about consequences of disclosure, and lack 
of agreed-upon discharge standards.
Thus the real ethical stumbling block for those addressing this case 
was the issue of disclosure: what exactly would the patient be told, by 
whom, and how? In order to uphold the ethical principles and concepts 
associated with maximizing benefit, preventing harm, truth telling, 
protection of autonomy, and informed consent, a disclosure plan should 
be carefully planned and implemented. 
AntiCiPAtinG RECoGnition AnD DisClosuRE 
oF mEDiCAl ERRoRs EtHiCs ConFliCts
An ethically attuned disclosure process requires that health care 
professionals and institutions implement a change in orientation and 
culture. The emphasis moves from placing blame on individual providers 
and health care organizations to developing systems that improve the 
quality of care. In order to accommodate such a cultural change, health 
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care settings have to promote recognition of error in a manner that 
engages all stakeholders, including patients. Hospitals can no longer 
perceive themselves as powerless when errors occur, unable to direct 
the behavior of physicians, or unable to control the economic impact 
of errors. Both hospitals and clinicians fear lawsuits, which may tarnish 
their reputations and lead to lost revenue. These fears have discouraged 
the use of words such as “error” and “I’m sorry,” but practices are 
gradually changing. 
In the AHRQ patient safety study,8 participants were presented with 
case examples and a standard set of companion questions that were 
structured to reinforce recognition of error, foster the use of a common 
language in discussing error, and provide common experiences when 
trying to resolve problems. When developing this intervention, the 
authors considered the use of other error analysis models such as 
the Root Cause Analysis Model (RCA) and the Failure Mode Effects 
Analysis (FMEA) model. Many of these models, however, required 
substantial training, time, and resources, and were less appealing to 
project participants as a result. Some who had used the RCA process, 
for example, described it as difficult and unsatisfactory. Participants 
expressed the need for a model that was accessible, and that provided 
practical guidance for safer care. We developed the patient safety model 
illustrated in Table 12.1 as a result of these requests. 
This case study methodology proved to be a cost-effective and time-
efficient way to disseminate information throughout clinics and hospitals 
and to enhance the level of dialogue. Responses to the case studies 
were shared among all team members, shaped into case summaries, 
and distributed to staff. Hospitals used the case studies to provide 
continuing education programs for nurses and physicians. The case 
examples given in this Handbook were discussed at staff meetings, 
and copies, including summaries, were posted at nurses’ stations and 
in clinical staff lounges. The majority of participants reported that the 
weekly case studies were relevant (92%), useful (92%), valuable (94%) 
and resembled situations that happen in their hospital(s) (74%). The 
majority of the participants also reported that the case studies and their 
summaries had a positive impact on interdisciplinary collaboration, and 
contributed to a change in the organizational safety climate. 
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This case-based intervention and the use of the Patient Safety Error 
Analysis Model helped health care providers recognize differences in 
their professional beliefs and practices; showed how these differences 
influence recognition and resolution of error; and showed that change 
is necessary, desirable, and possible. Since the case studies helped 
build staff-wide support for patient safety initiatives, they became 
the basis for implementing new standards and practices. Over the 
four-year course of the project, health care providers gained skills in 
addressing the issues in the case studies, and they became more 
willing to discuss ethically problematic issues that occurred in their 
own settings. The study manual, “From good intentions to good 
Patient saFety eRRoR analysis model
Topic	and	description	 
of	problem
Is	the	diagnosis	correct?	
Is	the	prognosis/treatment	plan	correct?
Issues	that	need	 
to be addressed
Was	the	treatment	provided	properly?	
Were	appropriate	procedures	used?
Ethics	
Considerations 
Explore	issues	including:	 
•	autonomy 
•	justice 
•	beneficence 
•	nonmaleficence 
•	truth-telling	 
•	impartiality 
•	publicity 
•	shared	decision-making
Learning	Points What	are	the	learning	points?
Guides/Standards What	clinical	guides	could	be	suggested	to	solve	
this	problem	and	avoid	future	problems?
Is	there	a	system	plan	for	reporting,	disclosure,	
and	remediation?
Strategies	for	
Improvement
What	steps	for	improvement	should	be	
considered?	
What	issues	should	be	disclosed?
tAblE 12.1
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actions: A patient safety manual for rural health care settings,” is 
available online.
A Call for Disclosure 
In order to honor and respect patients, and to maximize benefits, 
reduce harm, and reflect honesty and truthfulness in the patient/clinician 
relationship, health care organizations are morally obligated to develop 
and implement a disclosure policy that promotes open and honest 
communication. When even minor errors happen, patients and families 
want to be informed in a timely manner. Failure of professionals to 
communicate effectively, and to honestly admit to the error in a timely 
manner, can potentially undermine the hospital’s reputation and heighten 
the risk of litigation. 
The disclosure process should be delineated in the institutional 
policies, and should include issues that are addressed during and 
after disclosure, including follow-up and remediation. Follow-up and 
remediation should include a system for fair compensation. While there 
is no foolproof way to disclose a bad outcome and error(s) in care, the 
recommendations from a growing body of literature suggest that the 
issues listed in Box 12.2 be discussed during a disclosure meeting.
It is noteworthy that patient safety advocates stress the importance of 
disclosure even in situations where there is no error, but when a bad 
outcome nonetheless occurred. Under that scenario, the steps include:
step 1: Set up a meeting with the patient, family and attorney 
step 2: Show empathy, answer questions, open records,  
and prove innocence 
step 3: Look for genuine resolution; honesty and disclosure can 
mitigate the likelihood of unnecessary tension and litigation
maintaining the Commitment to Disclose medical Errors
Health care providers may experience a certain relief when disclosure 
policies have been crafted and are in place. The goal of patient safety, 
however, can still remain quite tenuous in many health care facilities. 
Implementing a disclosure process requires a significant change in 
previously accepted attitudes, beliefs, and processes. 
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It is important to realize that change is a complex process, involving 
stages that include pre-contemplation, contemplation, planning, 
action, maintenance, and sometimes relapse.12-15 These stages 
do not necessarily occur in a sequential fashion. Certainly the pre-
contemplation stage precedes contemplation, but if one’s experience 
is unpleasant, one could easily revert from the contemplation stage, 
or even the planning stage, back to pre-contemplation. Consider the 
experiences of the nurses who spent two years in a pre-contemplation 
phase and then over a year in a contemplation phase as they tried 
to focus attention on Dr. Bristol’s colonoscopy procedures. Such a 
issues to addRess WHen disClosing a mediCal eRRoR11
	 Express regret, and apologize
 Explain the nature of the error, including time, place, and 
circumstances
 Explain the proximal cause
 Explain the known consequences for the patient, and the 
potential or anticipated consequences
 Explain any actions taken to treat the medical error
 Identify those who will manage the ongoing care of the patient
 Discuss any planned investigation or review of the error
 Explain who else has been, or will be, informed of the error
 Identify actions taken to identify system issues that may have 
contributed to the error
 Discuss who will manage ongoing communication with the 
patient and his or her family
 Provide the names and phone numbers of individuals with whom 
patients and families can address concerns and questions
 Explain how to obtain support and counseling regarding the 
error
 Explain that any charges directly related to the error will be 
removed from the patient’s account 
 Offer a commitment to assist the patient and his or her family 
in identifying resources to help obtain compensation if actual 
damages are warranted
box 12.2
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stressful experience might cause a provider to reconsider identifying 
an event as an error, or decide not to file a report when encountering a 
subsequent error. Indeed, change theorists caution that only 10-15% of 
persons who think they are in a change phase are actually in the action 
process.14 And even when change has been successfully achieved, the 
maintenance of new behaviors is an ongoing challenge. When change is 
hard to maintain, people can easily backslide and revert to old behaviors 
and patterns. Stages of change are outlined in Box 12.3.
stages oF CHange
Pre-contemplation   
Is the stage at which there is no intention to change behavior 
in the foreseeable future. Many individuals in this stage are 
unaware or underaware of their problems. 
Contemplation   
Is the stage in which people are aware that a problem exists and 
are seriously thinking about overcoming it but have not yet made 
a commitment to take action. 
Preparation   
Is a stage that combines intention and behavioral criteria. 
Individuals in this stage are intending to take action in the next 
month and have unsuccessfully taken action in the past year. 
Action   
Is the stage in which individuals modify their behavior, 
experiences, or environment in order to overcome their 
problems. Action involves the most overt behavioral changes 
and requires considerable commitment of time and energy. 
maintenance   
Is the stage in which people work to prevent relapse and 
consolidate the gains attained during action. 
box 12.3
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Health care professionals need ongoing support in order to recognize 
problems, handle the consequences of recognition, and work for 
change.12-15 As part of the Advancing Patient Safety study, the authors 
developed an interdisciplinary curriculum that was rooted in change 
theory.16 The curriculum employed weekly case studies that depicted 
unsafe situations that actually occur in rural hospitals and clinics. Every 
week the cases were delivered via email to three- or four-member 
interdisciplinary teams in each participating setting. Even with this level 
of support, health care providers noted that it was still hard to disclose 
errors, and easy to backslide. So, hospitals and clinics have to cultivate 
a high level of vigilance. 
ConClusion
There are no easy road maps for providers who face a complex problem 
like medical error disclosure. Errors can trigger feelings of shock and 
anxiety among all parties involved. Indeed, the health care providers we 
have interviewed report that they carry the pain of past errors for years. 
As one physician explained, “The guilt from that event has been on my 
shoulders for 15 years.” 
Given the personal and professional pain that may ensue when a serious 
medical error occurs, a provider might be tempted to look away, and so 
avoid the moral reflection and actions that are needed to acknowledge, 
report, and then truthfully disclose the error(s). 
Health care providers also noted that, in spite of their best intentions, 
it was often hard to keep patient safety on the “radar screen.” Any 
number of organizational issues, such as renovating or building new 
surgery suites or emergency rooms, dealing with staff attrition and 
replacement, or the need to rely on temporary employees, can divert 
attention away from recognition and disclosure and toward what seem 
like more pressing issues. Thus, it is critical to create an environment in 
which professionals continually evaluate and reinforce ethically-attuned 
responses to patient-safety issues.
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